
 
MEDICAL CARE EXPENSE CLAIM FORM 

 

City of Richardson 
 
Participant Name          Date       
 
Social Security No         Employee No.      
 
I am a participant in the Flexible Benefits Plan and request reimbursement (attach itemized paid bills, itemized paid 
receipts, explanation of benefits, or invoices for all expenses claimed) in the amounts shown below: 
 
 

MEDICAL CARE EXPENSE 
 

Date 
Incurred 

 Name of  
Service Provider 

  
Describe Expenses 

 Person For Whom 
Expense Incurred 

  
Amount 

         
         
         
         
         
         
         
         
         
      Total Amount of    
      Medical Expenses  $ 
 

READ CAREFULLY 
 
To the best of my knowledge and belief, my statements in this Reimbursement Request Form are complete and true.  I 

certify that I or my family member has received the services described above on the dates indicated, that the expenses 

qualify as valid medical services under the Plan.  If the expense is for my spouse or dependent, I certify that the 

person listed is my spouse or meets the definition of dependent in the plan.  I certify that I have not been reimbursed 

previously for these expenses under the Medical Reimbursement Component Plan.  I certify that these expenses have 

not been reimbursed, and are not reimbursable under the Major Medical Plan or any other health plan, such as my 

spouse’s plan. If the reimbursement is requested for Prescribed drugs, I certify that such drugs are not prescribed for 

cosmetic purposes (weight loss, etc.).  I understand that the expenses I am reimbursed may not be used to claim any 

federal income tax deduction or credit.  I authorize a deduction in my Medical Reimbursement Account in the amount 

of the reimbursement. 

 
 
 

Signature 
************************************************************************************************************************************** 
 
PLEASE MAIL CLAIMS TO:  The EPOCH Group 
     Attention:  FLEX Department 
     P.O. Box 9030 
     Shawnee Mission, KS  66201-1630     
 
 
 


